Introduction
House calls are defined as visits made to patients or clients in their own home by a doctor or other professional. 1 Historically, doctors routinely and comprehensively delivered medical care to sick patients in patients' homes, with house calls accounting for 40% of all doctor-patient encounters in the 1940s. 2 In Dutch, a general practitioner (GP) is known as a 'Huisarts', which directly translated means 'home doctor'. 3 In recent years, the proportion of all consultations that are house calls has dwindled to less than 1%. 4 The decline had been attributed to multiple reasons including increased access to transportation, time constraints and economic considerations.
Many felt that house calls had become unnecessary because doctors were not able to do much in a patient's home. 5 However, one meta-analysis showed that house calls reduced mortality rates and admissions to long-term care for the general elderly population. 6 The United States of America (US) Veterans Affairs System's home-based 238 VOLUME 10 • NUMBER 3 • SEptEMBER 2018 J OUrNAl OF PrIMArY HeAltH CAre primary care programme that uses interdisciplinary teams to meet the specific needs of fragile, chronically ill patients, was also shown to improve patient and caregiver satisfaction, reduce hospital readmissions at 6 months and improve caregiver quality of life overall. 7 Patients and families are known to appreciate house calls, and it is commonly recognised that in making a house call, GPs are going the extra mile for patients. 5 We therefore asked: 'Why do some GPs make house calls and what are the reasons that others do not?'.
In Singapore, privately run clinics are the main provider of primary care services, seeing 81% of primary care attendances. 8 As in Canada and New Zealand, the traditional model of primary care in Singapore has been based on individual GPs providing primary medical services on a feefor-service basis. 9 rostering, capitation funding or other forms of patient enrolment or registration are not used, and most GPs have a relatively stable group of patients after the initial period required to build up a medical practice. Although patients are free to change their GPs, most choose to have long-standing relationships with one doctor. 9 Unlike the National Health Service (NHS) in the United Kingdom where GPs usually work as part of a team that includes nurses, health-care assistants, practice managers and other staff, GPs in Singapore generally practice independently. 10 reasons for house calls made by GPs in Singapore can be arbitrarily divided into the management of acute medical conditions or chronic medical issues. House calls for acute medical conditions are traditionally made by GPs in private practice. GPs in the public primary healthcare clinics (polyclinics) do not make house calls. Specialist physicians in Singapore (e.g. geriatricians and paediatricians) also generally do not make house calls, unlike their colleagues in the US [11] [12] [13] and Greece.
14 elderly, home-bound patients with chronic medical issues are cared for by doctors and nurses in specialised organisations that provide homebased medical care. The first home care service offered in Singapore (the Home Nursing Foundation) was established in 1976 and was wholly nurse-run. 15 The involvement of GPs in home care became more common only ~20 years ago. Non-governmental organisations are the main providers of home care services in Singapore and these organisations often include multidisciplinary teams that function primarily on an appointment basis on weekdays during office hours and generally do not attend to acute medical conditions. There are a handful of Singaporean GPs in private practice who run a full-time house call practice equipped to care for patients with acute medical conditions as well as patients with chronic medical conditions.
There are, at present, no official statistics regarding the rate of house calls in Singapore and it does not seem to be a common practice among GPs. However, Singapore is increasingly recognising the importance of providing a spectrum of care for vulnerable patient groups and the accompanying policy challenges are gradually being met. 16 Among the 7.3 billion people worldwide in 2015, an estimated 8.5%, or 617.1 million, are aged ≥65 years. The number of older people globally is projected to increase more than 60% in just 15 years: in 2030, there will be ~1 billion older people. 17 together with the shift in emphasis to community care and with increasing numbers of older, frail and often homebound patients, the need for house calls will increase. In the context of declining numbers of house calls and increasing
WHAT GAP THIS FILLS
What is already known: The rate of medical house calls is generally declining in many parts of the world and common reasons for this decline include the lack of time because of busy practices, as well as the poor cost-effectiveness of making house calls.
What this study adds: This review summarises the attitudes of primary care practitioners towards home visits across varying contexts of practices. Although the value and benefits of house calls are well recognised, opportunity cost, clinical inadequacy and lack of role models persist as barriers for many primary care practitioners to make regular house calls. House calls exposure and training in medical school curricula and family medicine training can increase the confidence of primary care practitioners to incorporate house calls into their practice. The remaining potentially relevant 30 articles were extracted and reviewed for inclusion. Of these, 20 were from the PubMed search and 10 from embase, and 14 were excluded because they had no mention about the attitude of GPs towards house calls. Three Commentaries and editorials were also excluded.
Overall, 13 articles 12,13,18-28 were found to be relevant, with information regarding the attitudes of GPs towards house calls. Three other articles 5, 29, 30 identified from the reference lists of these articles were also found to be relevant and included.
Results
A total of 16 articles were obtained from the database search (Fig. 1 ). Of these, there were two qualitative studies, 25, 26 10 questionnaire surveys 12, 14, [18] [19] [20] [21] [22] [23] [24] 31 and two review articles. Additionally, one review article 27 and one questionnaire survey 31 had only their abstracts available. The articles with only abstracts available were included because they were published by peerreviewed journals; however, the full-texts of these articles could not be retrieved. 
'Why not' house calls
Although GPs generally recognised the significance of house calls and believe that they are good for patients, not all had positive attitudes towards house calls. table 3 summarises the common reasons for primary care practitioners not making house calls.
Discussion
The image of doctors delivering care to sick patients at home is one of the enduring images in the collective consciousness of medicine. 3 Over time, however, this image has lost its lustre. In this review, only 16 articles were found to be suitable. One possible reason for the paucity of research in this area might be the lack of new findings over the years. We found that the attitudes of GPs 30 years ago and 2 years ago were very similar.
Most doctors recognise the value of making house calls, but at the same time, many barriers have been identified to making house calls. In the research we found, being aware of the nonfinancial rewards and benefits of house calls was insufficient to entice most primary care practitioners to make more house calls. Knowledge did not necessarily translate to a positive attitude towards the making of house calls. It seemed that altruism could not stand up to the practicalities of maintaining a viable practice.
House calls are predicted to remain an integral part of medical care, especially with the shift of care from the hospitals to the community. 29 House calls are a valuable service, especially to frail and housebound patients. 29 In the climate of a growing 'silver tsunami', it is easy to understand the significance of this service. Policy-makers and health system planners need to address the sentiments of doctors towards providing this service.
Reimbursement
There is understandably a call for a revision of the reimbursement for house calls. 22 With the shift in emphasis from hospital to community care, funding policies may need to be modified to change payments for house calls. However, improved reimbursement might not increase the frequency of house calls but might only encourage their continuation. 22 Adelman et al. found that although an overwhelming majority of doctors agreed with the statement that 'reimbursement for house calls is inadequate', this was not associated with making house calls in both univariate and multivariate analyses, 13 suggesting that although sub-optimal reimbursement was a widespread issue, it was not the main reason for GPs not making more house calls.
Attitudes towards house calls
Some of the articles suggested that subjective attitudes towards house calls are an important part of a physician's decision to make house calls. Supporting this view is the finding that only half (46%) of doctors will make more house calls if reimbursement were improved. 22 At the same time, doctors who made house calls were more likely to regard the medical liability risks of house calls as no greater than that of hospital or office practice. 22 There were also doctors who simply reported that house calls were not enjoyable. 12, 19 Boling et al. 12, 19 distinguished between regular house callers (doctors who made routine house calls) and occasional house callers (doctors who do not make or only make emergency house calls), observing that regular house callers more often considered house calls enjoyable and were more likely to feel that house calls were needed, than occasional house callers. regular house callers were also less likely than occasional house callers to report being too busy for house calls.
Negative attitudes towards house calls need to be addressed, and exposing medical students to house calls might be a way to foster positive attitudes. 13 Incorporating house calls into the medical curriculum will address the issue of doctors feeling untrained to make house calls. 23, 24, 26 One study evaluating the exposure of family medicine residents to home visits showed that graduating residents had a confidence level of making house calls of 80%, compared to the 40% of entering residents. 30 Another study showed that graduates of programmes where faculty made house calls and programmes where residents made house calls on a longitudinal basis were significantly more likely to offer house calls in their practices. 33 This suggests that vocational education can offer positive experiences in house call training that translate to future physicians including house calls in their practices. Some have also recognised that the sustainability of existing and future home-based primary care programmes will rely on effective education in 'house call medicine'. Pressure from patient's family 19, 21, 28 Important for providing good, comprehensive care 13, 20, 23 Elderly, homebound or bedbound patients, especially those with transport (unavailable or unaffordable) issues 5, 18, 19, [21] [22] [23] 26, 28, 29, 31 Patients who need end-of-life care 5, 18, 19, 22, 26, 28, 29 Rewards Doctor Job and personal satisfaction 19, 23, 25, 26, 28, 29 Gathering information about patient and family, especially non-medical aspects 13, 18, [20] [21] [22] [25] [26] [27] [28] [29] Opportunity to assess patient's function and safety 5 Diversion from daily routine 25 Please and satisfy patients 13, 20, 25 Enhance practice's market value 25 More time spent with patients 26 Patients and caregivers Comfort and convenience/avoid travel 5, 18, 22, 23, 25 Reassurance (especially for elderly) 5, 29 Reduce feelings of isolation for those who live alone 5 Avoiding the waiting room, 5,29 preventing hospitalisation 17 and hospital-acquired infections 26 Reducing institutionalisation of geriatric patients 29 Better compliance with medical treatment plan 5, 21, 22, 28 Relationship Long-term patient 22 Enhances doctor-patient relationship 18, 23, 27 Psycho-emotional support for patients and caregivers However, barriers to making house calls are real and affect the attitudes of doctors towards house calls, while at the same time, the attitude of doctors also affects the way that these barriers are perceived. The decision to make a house call is based on both clinical judgment regarding individual patients and broader issues involving the whole practice. 31 With an increasing emphasis on community care, especially of the elderly, the medical profession may need to alter the attitudes of GPs with respect to making house calls. Understanding the attitudes of GPs in their geographical and cultural contexts will facilitate the implementation of strategies to encourage the continuation of house calls.
Limitations types of house calls were not distinguished in this review. Due to the paucity of articles and the differing definitions of primary care practitioners and their roles in different countries, along with differing contexts of practice, we could not describe separately home visits for acute medical problems or routine home visits for management of chronic medical problems. There were two articles 27, 31 where only the abstracts were available. Most of the articles in this review are, at best, level 3 evidence-based on the SOrt guidelines 32 because of the nature of the studies -surveys and qualitative studies. However, the findings were reasonably consistent across these studies.
Conclusion
Primary care practitioners recognise the importance of house calls, especially in the care of elderly patients, but there are many unaddressed issues such as opportunity cost and clinical inadequacy in the home setting that have caused the decline in house calls over the years. Attempts should be made to address these issues in order for health care to keep up with increasing patient needs. Not cost-effective for practitioners 18, 20, 23, 29 Too expensive for patients 18 
Minutes
Time-consuming 5, 12, 18, 19, 25 Busy practices 12, 13, 19, 20, 22, 24, 26, 28 Inefficient
5,18
Poor/inefficient use of physician time 13, 29, 31 Clinical inadequacy in home setting Restricted diagnostic options/support (laboratory/x-rays) 5, 13, 25, 29 Lack/unavailability of equipment and/or personnel to assist 5, 18, 22, 24, 26 Providing inadequate or substandard care as compared to clinic setting 13, 18, 20 Difficulty performing minor procedures 5 Poor controllability of consultations in the patient's homes 25 
Miscellaneous
Medical liability issues 13, 22, 24, 26, 29 Personal safety 5, 13, 22, [24] [25] [26] Not enjoyable 12, 19 Inconvenient to travel 5, 22, 24, 29 Inadequate or lack of training in the area of house calls 21, 22, 24 Uncertain about how to go about a house call 12, 19 Lack of professional role models 22 Displeasure about abuse or misuse of service 26 
Unnecessary
Patients can come to the practice 12, 18, 19 Can be made by other professionals such as nurses 12, 19, 23, 28 Doubt additional value 25 
